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Abstract 
Background: This study aimed to assess the nutritional status of 
children under two years old in two time periods in 1995 and 2016 in 
rural areas of Shahroud. 
Methods: This cross-sectional descriptive analytical study enrolled 
1443 participants selected by cluster sampling in 1995 and 2016. We 
calculated the mean standard deviation of weight for age, height for 
age, and weight for height and compared them with international 
reference values (WHO/NCHS). The obtained values which were two 
standard deviations below the mean reference values were defined as 
wasting, underweight, and stunting. The collected data was analyzed in 
SPSS software at a significance level of 0.05 using descriptive 
statistics, chi-square test, and regression analysis. 
Results: In this study, 1443 children under two years old were studied 
over two time periods in 1995 and 2016. The results showed 14.9%, 
29.5%, and 7.3%, in 1995 and 9.2%, 10.1%, and 4% in 2016 suffered 
from underweight, wasting, and stunting, respectively. Among the 
factors involved in malnutrition in 1995 were parents’ education, 
family size, child gender, birth order, type of the first complementary 
food, diarrhea, acute respiratory infection in the two weeks prior to the 
study, and exclusive breastfeeding. In 2016, we observed significant 
relationships between the body mass index (BMI), underweight, 
wasting, exclusive breastfeeding, and all three types of malnutrition. 
Conclusions: Despite a reduction in the prevalence of different types of 
malnutrition, it is still a common problem. When designing family 
physician program and children growth and development, special 
attention must be paid to promote breastfeeding. 
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Introduction 
Nutritional status evaluation is one of the most fundamental 
global strategies for preventing malnutrition and improving 
child health.1 Due to the high prevalence of malnutrition and its 
relationship with high rates of child mortality, impaired 
physical growth, and inadequate social and economic growth in 
affected communities, malnutrition is considered the most 
important nutritional disease in developing countries.2 The 
results of previous studies have shown that 70% of children 
suffering from malnutrition live in Asia and the highest 
prevalence of malnutrition is observed among toddlers and pre-
school children.1 During the first two years of life, which is 
characterized by rapid physical and social growth and 
development, adequate dietary intakes in babies impacts their 
reactions to the environment.3,4 For several decades, 
researchers have conducted many studies searching for the 
cause or set of causes for malnutrition and adopting appropriate 
intervention strategies. Malnutrition is a multi-dimensional 
problem and its causes are complex and interrelated.5 Factors 
affecting the nutritional status of children in a region may not 
have any impact on the nutritional status of children in another 
region; hence, the assessment of the nutritional status and 
identification of risk factors leading to or intensifying the 
problem can be the first step to solving the problem.6 In 
addition, some studies emphasize and recommend direct 
investments in health services to improve the nutritional status 
of children in low-income and middle-income countries.7 
Studies carried out in Iran in recent decades show a marked 
decline in the percentage of children suffering from 
malnutrition and growth disorders across the country. 
However, in low-income and middle-income countries and also 
Iran, the problem is still considered a major issue needing high 
priority intervention.8 Also, due to the presence of family 
physicians in comprehensive health centers in villages as the 
country's protocol, and since a family physician is responsible 
for providing comprehensive health services, including child 
growth monitoring services, results will inevitably lead to 
continuous follow-up care for children in the community to 
maintain or improve their health and make further progress.9, 10 
In another study (urban infants, Shahroud 2015), the percentage 
of underweight, wasting, and stunting was determined to be 
1.7%, 5.4%, 9.5% respectively.11 A child without access to 
adequate food, health, and educational services will probably 
suffer from developmental disabilities such as physical, mental, 
and individual problems. Each person has only one chance for 
growth; if deprived of this, his/her health will not be restored 
with better hygiene and nutrition in the future. The aim of this 
study was to assess the nutritional status of children under two 
years old in two time periods in 1995 and 2016 in the rural 
areas of Shahroud covered by the health and nutritional 
services provided by the Family Physician Health Team. 
Materials and Methods  
This cross-sectional study was conducted as a descriptive 
analytical study. Taking into account the prevalence of the 
disease in the region and country reported by a similar study,12 
we set a significance level of 0.05 to determine the sample size 
in 1995; as a result, the sample size was estimated to be about 
656 children under two years old. 
The initial population of the study comprised all children of 
0-24 months old living in villages around Shahroud city. Of 
these, 737 children were selected by cluster sampling. 
We used two-stage cluster sampling method. For this purpose, 
the total number of people living in the villages of Shahroud 
city was cumulatively calculated to be 88,327; thirty clusters 
were considered in the area. To determine the distance between 
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the clusters, the cumulative number was divided into the 
number of clusters, so that the distance between each cluster 
with the next cluster was 2944. At this stage, a random number 
was selected between one and 2944. The resulting number 
(1420) was the determinant of the location of the first cluster. 
In other words, the closest cumulative frequency to 1259 was 
the first place and by adding the number of distances between 
each cluster to the number of previous clusters, the location of 
the next cluster was determined; in the end, 30 clusters were 
determined. After determining the villages under study, the 
teams visited the geographical center of each village with the 
questionnaires. After adjusting the north side of the navigation, 
the designated houses and route of movement were numbered. 
Then between the first and the last house number, numbers 
were selected randomly with the aid of a calculator. The 
selected number was the number of the first house chosen for 
sampling. Sampling continued from this house until at least 25 
infants aged 0-24 months were selected in each cluster. The 
same villages were visited in 2016. If the number of samples in 
the cluster was small, sampling was carried out from the 
neighboring village. 
The members of the study group included two teams 
consisting of team leader, questioners and driver. 
During this study, the researcher tried to observe the 
following points.  
1. Permission to carry out the research was obtained from 
Shahroud University of Medical Sciences. 
2. The title and objectives of the study were explained to 
each of the sample population at the beginning of the study. 
3. Participants in the study were informed of the voluntary 
nature of the study. They were fully informed and consented to 
participate in the study. They were able to quit the study at 
every stage of research. 
4. The participants were thanked for their participation in 
this study. 
5. Participants in the study were reassured that results 
would be available to them on request.  
The questionnaire was completed by interviewing the 
mother. The questionnaire included information about the 
household and anthropometric measurements of the mother and 
child. In order to ensure a higher level of certainty, 738 
children under two years old were enrolled in the study. The 
samples were selected with the two-stage cluster sampling 
method. After determining the villages under study, the 
required data was collected by the research team using a self-
administered questionnaire, face-to-face interviews with 
mothers, and visiting their homes. Anthropometric data was 
collected using a weight scale (designed for children under two 
years old) which was calibrated by a control weight and a 
supine baby stadiometer. Weight was recorded while the 
participants were minimally clothed using a digital weighing 
scale (Seca, Germany) with 0.10 kg accuracy. Infants’ and 
toddlers’ height and length were measured barefoot using a 
measuring board for babies and toddlers with 0.10 cm accuracy 
by trained health service staff. In this study, we calculated the 
mean standard deviation of weight for age, height for age, and 
weight for height, and then compared them with international 
reference values (WHO/NCHS). The obtained values which 
were two standard deviations below the mean reference values 
were defined as wasting, underweight, and stunting.13, 14, 15 In 
2016, a total of 705 children were selected from the same 
clusters. Using the same methods used in 1995, the 
anthropometric measurements were carried out in the same 
months of the year. The collected data was analyzed in SPSS 
software at a significance level of 0.05 using descriptive 
statistics, chi-square test, and regression analysis. 
Results 
In this study, 1443 children under two years old were 
studied in two time periods in 1995 and 2016. The results 
showed that in studied infants under 24 months old, 14.9%, 
29.5%, and 7.3% in 1995, and 9.2%, 10.1%, and 4% in 2016 
respectively, suffered from underweight, wasting, and stunting. 
Table 1 presents the frequency distribution of the infants’ age 
and gender in 1995 and 2016. 
Table 1. Frequency distribution of children age and gender in 1995 and 2016 
Variables 1995  N (%) 
2016 
N (%) 
Gender   
- Female 344 (46.6) 49.9 (352) 
-Male 53.4(394) 353 (50.1) 
Total 100( 738 ) 100 (705) 
Age (Months)   
0-11 50.14 (370) 374 (53) 
12-24 49.86 (368) 331 (47) 
Total 100(738) 705 (100) 
The results showed that in studied infants under 2 years 
old, 14.9%, 29.5%, and 7.3% in 1995, and 9.2%, 10.1%, and 
4% in 2016 respectively, suffered from underweight, wasting, 
and stunting. The results showed underweight, wasting, 
stunting were found to be 0.15 (CI: 0.12-0.17), 0.073 (CI: 0.05-
0.09), 0.29 (CI: 0.26-0.33) and 0.09 (CI: 0.07-0.11), 0.1 (CI: 
0.08-0.12), 0.04 (CI: 0.03-0.05) in 1995 and 2016 respectively. 
Figures 1, 2 and 3 present the status of malnutrition by gender 
in the study population. 
In 1995, all three indices of nutritional status were linked to 
gender, as girls had a poorer nutritional status. However, we 
did not observe such a significant relationship in 2016. 
Considering the age of the participants, the relationships were 
statistically significant in both years, except for wasting in 
2016. (Table 2) 
Regarding the socioeconomic characteristics of the 
participants in 1995, 60.3% of the households had a family size 
of less than four people, 14.4% of the fathers and 17.5% of the 
mothers were illiterate, 4.3% of the fathers were unemployed 
and 93.8% of the mothers were employed. In 2016, 78.2% of 
the households had a family size of less than four people, 3% 
of the mothers and 2.1% of the fathers were illiterate, 41.1% of 
the mothers were educated up to high school, 1.4% of the 
fathers were unemployed, and 93.5% of the mothers were 
housewives. The 2016 socioeconomic factors, nutritional 
status, literacy, and parents’ jobs showed the three indices of 
malnutrition. Concerning the relationship between maternal 
factors and the infants’ nutritional status,there was a significant 
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Figure 1. Comparison of nutritional status (underweight) in infants in 1995 
and 2016 
 
 
Figure 2. Comparison of nutritional status (stunting) in infants in 1995 and 
2016 
 
Figure 3. Comparison of nutritional status (wasting) in infants in 1995 and 
2016 
relationship between the mother’s BMI and underweight 
(P=0.028) and wasting (P=0.004). However, the mother’s 
BMI and history of malnutrition had no significant 
relationship with low birth weights. Factors related to infant 
nutrition, stunting, wasting (P=0.028) and underweight 
(P=0.006) had a significant relationship with exclusive 
breastfeeding. In addition, on-time use of complementary 
foods had a statistically significant relationship with 
underweight (P=0.041). The factors of height for age 
(stunting) (P=0.023) and weight for age (underweight) 
(P=0.011) had significant relationships with weaning time. 
However, we did not observe a significant relationship 
between the infants’ nutritional status and weaning methods. 
As the results showed, malnutrition had no significant 
relationship with incidences of diarrhea in the previous two 
weeks and the frequency of pneumonia in the last month 
before the study. Overall, 6.4% of babies were born to 
mothers who had had another delivery within a time interval 
of less than three years. There was no significant relationship 
between delivery time interval and anthropometric indices. 
Table 3 presents the relationships between some 
socioeconomic factors and maternal physiological factors, 
factors related to infants (nutritional and non-nutritional 
factors), and the nutritional status of infants in the two studied 
time periods. 
Multivariate logistic regression analysis showed that in 
1995, mothers’ illiteracy rates (P<0.004), family size (0.04) 
and employment (0.002) were the most important independent 
variables influencing underweight. Nutritional status (Weight 
for age) of the infants. The most important factor influencing 
nutritional status in the past was found to be the family size 
(P<0.008), whereas the mothers’ illiteracy (P<0.007) was the 
most important variable influencing nutritional status today. 
Physiological factors related to the mother: birth spacing 
(P<0.03) and mother’s height (P<0.002) were the most 
important variables influencing underweight. Mother’s height 
(P<0.0001) and age (P<0.001) were the factors that influenced 
stunting. Factors related to the child: birth spacing (P<0.04), 
number of diarrhea episodes within the previous two weeks 
(P<0.0001), child care (P<0.0008), and birth weight (P<0.0005) 
were found to be the most important factors influencing 
Wt./age. Moreover, ARI (P<0.001) and birth weight (P<0.002) 
were found to be the most important influencing factors 
influencing stunting, and birth spacing (P<0.001), diarrhea 
during the previous two weeks (P<0.001), and healthcare (P<0. 
04) were all found to be the most important influencing factors 
on the current nutritional status (wasting). Results analysis in 
2016 also showed that infants whose birth weights were below 
2500 grams were approximately seven times more likely to 
have height for age (HAZ) than other infants. Infants who had 
been breastfed for less than 6 months had approximately a 
three-fold increase in HAZ. Infants whose birth weights were 
less than 2500 grams were about four times more likely weight 
for age (WAZ), and mothers who were overweight were more 
than five times more likely to have weight for height (WHZ) 
than other mothers. 
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Table 2. Frequency distribution of malnutrition in infants under two years of age by age and gender. 
Variables 
1995 2016 
Underweight Stunting Wasting Underweight Stunting Wasting 
Normal Abnormal Normal Abnormal Normal Abnormal Normal Abnormal Normal Abnormal Normal Abnormal 
Age             
        <12 331 (89) 39 (11) 264 (71) 106 (29) 358 (97) 12 (3.25) 363 (95.5) 17 (4.5) 335 (93.3) 25 (6.6) 369 (97.1) 11 (2.9) 
       12-24 297 (80.7) 71 (19.3) 256 (69.6) 112 (30.4) 326 (88.7) 42 (11.4) 277 (85.2) 48 (14.8) 279 (85.8) 46 (14.2) 308 (94.8) 17 (5.2) 
       P.V 0.005* 0.0001* 0.0005* 0.001* 0.001* 0.113 
Gender             
    Female 257 (74.4) 87 (25.3) 213 (61.9) 131 (38.1) 310 (90.1) 34 (9.9) 302 (92.6) 24 (7.4) 311 (95.6) 15 (4.6) 311 (95.4) 15 (4.6) 
    Male 371 (94.2) 23 (5.8) 307 (77.9) 87 (22.1) 374 (94.9) 20 (5.1) 354 (93.2) 26 (6.8) 353 (92.9) 27 (7.1) 368 (95.5) 17(4.5) 
    P.V 0.0001* 0.0001* 0. 05* 0.788 0.161 0.0935 
* Significance level of 0.05 
 
Table 3. The effect of different factors on malnutrition by multiple logistic regression in 2016. 
Variables β S.E Wald P.V OR Confidence Interval 
HAZ 
Age 0.096 0.02 20.6 <0.001 1.1 (1.05,1.15) 
Birth weight <2500 g 1.99 0.402 24.55 <0.001 7.3 (3.33,16.1) 
Birth weight >2500 g - - - - - - 
Breastfeeding <6 months 1.12 0.57 3.8 0.04 3.1 (1,9.4) 
Breastfeeding >6 months - - - - - - 
WAZ 
Age 0.07 0.02 14.5 <0.001 1.07 (1.03,1.12) 
Birth     Weight <2500 1.43 0.36 15.4 <0.001 4.16 (2.04,8.4) 
                           >2500 - - - - - - 
WHZ 
Mother’s normal BMI - - - - - - 
Overweight 1.65 0.75 4.9 0.02 5.2 (1.2,22.5) 
Obese 0.22 0.87 0.06 0.7 1.25 (0.22,6.9) 
 
Discussion 
The results of this study indicate a reduction in different 
types of malnutrition in 2016, as compared with 21 years ago; 
however, malnutrition still exists. According to the results of a 
study conducted by Emamian et al (2011) on children under 
five years old, the prevalence of underweight, wasting, and 
stunting were 7.7%, 4.5%, and 10.3% respectively.16 The 
prevalence of wasting and stunting is almost similar, but the 
prevalence of underweight has increased. The observed 
discrepancy appears to be due to differences in the age groups 
of the participants. This finding highlights the important role of 
nutrition and family after weaning. Furthermore, it suggests the 
lack of appropriate interventions for wasting which results in 
malnutrition in the present time. 
In a study by Namakin et al. (2014) conducted using NCHS 
standards, the prevalence of underweight, stunting, and wasting 
in children under two years old age were 6.5%, 37.3% and 1% 
respectively;17 thus, the children in our study had a better status 
in terms of malnutrition (stunting). Onis et al. (2004) conducted 
a review study to estimate the prevalence of underweight 
among 31 million children under five years old in 139 countries 
between 1990 and 2015. According to the results of their study, 
time plays a major role in reducing the prevalence of 
malnutrition (underweight), such that in the Eastern 
Mediterranean region it went down from 12.9% in 1990 to 
9.2% in 2015. This finding is consistent with our results.13 
The status of the children in our study in 2015 was better 
than that in Cameroon (2015), Peru and Haiti (2014).6, 18, 19 In 
comparison with children living in poor areas of China (2009), 
the children in our study had a worse status in terms of wasting;  
 
 
however, our participants had a better status in terms of other 
anthropometric indices.20 In a meta-analysis study, researchers 
evaluated the results of the mentioned study in the mentioned 
region and compared them with those of some developing 
countries like India. The results showed that all anthropometric 
indices had a worse status, as compared to those of the infants 
in the region.21 The results of this study and other studies 
indicate that chronic malnutrition (stunting) is more prevalent 
than other anthropometric indices of malnutrition. Although 
this type of malnutrition is lower than that in previous years, it 
is still a problem for all communities, including those living in 
this region.22,23 In our study, consistent with the results of 
Emamian et al’s study,6 girls had a worse status than boys in 
terms of underweight and stunting, however, the difference was 
not statistically significant. Nevertheless, it is inconsistent with 
the results of a meta-analysis by Wamani and a study 
conducted in southwestern Iran.24,25 Some studies in Iran 
reported no differences between the two genders in terms of 
nutritional status.26 It appears that differences in Asian and 
African ethnicities and cultures can be influencing factors. The 
improvement in anthropometric measures can be attributed to 
higher rates of literacy among parents (as compared with the 
past), increased accessibility of healthcare facilities, and the 
presence of health teams headed by a family physician in all 
rural areas. 
In this study, mother’s BMI had a significant relationship 
with underweight and wasting. In addition to mother’s BMI, 
her diet quality must be taken into consideration, because in 
this study we had some cases of overweight and obesity which 
could impact the birth weight.27,28 
Delvarianzadeh et al 
41       |        International Journal of Health Studies 2017;3(4) 
No significant relationship was observed between parents’ 
education and employment, and diarrhea and respiratory 
infections in the last two weeks of diarrhea or acute respiratory 
infection, whereas in the study conducted 20 years ago, all 
these parameters were effective in malnutrition and affected all 
three anthropometric indices. These results suggest an 
increasing progress in developing countries, better accessibility 
to primary healthcare services, and the availability of mobile or 
resident physicians in rural health centers. Moreover, exclusive 
breastfeeding is one of the positive factors influencing 
underweight, stunting, and wasting because like two years ago, 
it is still affecting these three indices; this finding is consistent 
with the results of a study by Mushtaq.29 The effects of 
exclusive breastfeeding and its importance have been reported 
by other studies as well. For instance, according to a study by 
Sharifzadeh, breastfeeding was reported as one of the factors 
affecting infant mortality. Other studies have also confirmed 
this finding.30-32 Even complementary feeding can be effective 
in children’s nutritional status;33 its ingredients can also be 
effective.34 These results highlight the importance of 
breastfeeding; as a result, special attention must be paid to 
complementary foods and proper nutrition for children. 
In this study, age had a statistically significant relationship 
with stunting and underweight. As observed, children over one 
year old suffered from chronic malnutrition, stunting, and 
current and past underweight. This finding is in line with the 
results of studies which investigated the prevalence of 
malnutrition in two regions in Libya where the highest rate of 
malnutrition was observed in the age group 1-2 years old; it is 
also consistent with the results of a study in Egypt.34-36 It 
highlights the significance of family food basket. 
Seemingly, it is necessary to make the effort of training 
mothers in breastfeeding, especially exclusive breastfeeding. In 
addition, it is essential to provide resident physicians and health 
staff with the required training and frequent update of 
information. In addition, baby-friendly hospitals must play 
their part to train people in exclusive breastfeeding.  
The results of other studies confirm that the time of starting 
breastfeeding, its insufficiency in early infancy, reduced levels 
of proper breastfeeding, and the late start and inadequate use of 
complementary feeding are among the factors involved in the 
prevalence of malnutrition after six months of age. Based on 
the obtained results, it can be concluded that the prevalence of 
malnutrition in Shahroud is higher than previously estimated 
provincial rates. However, as compared to 21 years ago, there 
is a lower prevalence of all indices, although malnutrition is 
still prevalent. Except for some factors such as breastfeeding, 
complementary feeding, and BMI, the other factors did not 
affect malnutrition. Hence, it is necessary to quickly adopt 
interventional training programs and pay special attention to 
breastfeeding promotion plans while designing such programs. 
Despite a reduction in the prevalence of malnutrition over 
the past 21 years, which might be the outcome of nutritional 
services and the presence of family practitioners, malnutrition 
is still observed in Shahroud at a higher prevalence than 
international standards. Therefore, it is still necessary to 
conduct further research in this field and also employ and 
implement interventional training programs. When designing 
such programs, special attention must be paid to promote 
breastfeeding. It might also be helpful to hold workshops for 
physicians working in this field. 
Acknowledgement 
The authors appreciate those who helped conduct the study.  
Conflict of Interest 
The authors declared that they have no conflict of interest. 
References  
1. Khor GL. Update on the prevalence of malnutrition among children in Asia. 
Nepal Med Coll J. 2003;5(2):113-22. 
2. Bloss E, Wainaina F, Bailey RC. Prevalence and predictors of underweight, 
stunting, and wasting among children aged 5 and under in western Kenya. J 
Trop Pediatr. 2004;50(5):260-70. doi:10.1093/tropej/50.5.260 
3. Black RE, Allen LH, Bhutta ZA, Caulfield LE, De Onis M, Ezzati M, et al. 
Maternal and child undernutrition: global and regional exposures and health 
consequences. The lancet. 2008;371(9608):243-60. doi:10.1016/S0140-
6736(07)61690-0 
4. McKean N K, Mazon OM. Nutrition during infancy. In: Mahan LK, Raymond 
JL, editors. Krause's Food& The Nutrition care process. 14th ed. USA: WB 
Saunders Company 2017. p. 300-11. 
5. Johnson W. Analytical strategies in human growth research. Am J Hum Biol. 
2015;27(1):69-83. doi:10.1002/ajhb.22589 
6. Nagahori C, Tchuani JP, Yamauchi T. Factors associated with nutritional status 
in children aged 5–24 months in the Republic of Cameroon. Nurs Health Sci. 
2015;17(2):229-35. doi:10.1111/nhs.12176 
7. Vollmer S, Harttgen K, Subramanyam MA, Finlay J, Klasen S, Subramanian S. 
Association between economic growth and early childhood undernutrition: 
evidence from 121 Demographic and Health Surveys from 36 low-income and 
middle-income countries. Lancet Glob Health 2014;2(4):e225-34. 
doi:10.1016/S2214-109X(14)70025-7 
8. Sheikholeslam R, Naghavi M, Abdollahi Z, Zarati M, Vaseghi S, Sadeghi 
Ghotbabadi F, et al. Current status and the 10 years trend in the malnutrition 
indexes of children under 5 years in Iran. Iranian Journal of Epidemiology 
2008;4(1):21-8. 
9. Mississauga, ON: College of Family Physicians of Canada. The role of the 
family doctor in public health and emergency preparedness: a discussion paper. 
Canada: College of Family Physicians of Canada; 2005. 
10. Davies P, Carrin G. Risk-pooling: necessary but not sufficient? Bull World 
Health Organ 2001;79(7):587. 
11. Delvarianzadeh M, Khosravi F, Gharibi H, Taghavi N. Factors Affecting 
Malnutrition and Failure to Thrive in Children Under 2 Years of Age in 
Shahroud, Iran, in 2015. Health Scope 2017(In Press). 
12. Bouvier P, Papart J-P, Wanner P, Picquet M, Rougemont A. Malnutrition of 
children in Sikasso (Mali): prevalence and socio-economic determinants. 
Sozial- und Präventivmedizin 1995;40(1):27-34. 
13. de Onis M, Blössner M, Borghi E, Frongillo EA, Morris R. Estimates of 
global prevalence of childhood underweight in 1990 and 2015. JAMA 
2004;291(21):2600-6. doi:10.1001/jama.291.21.2600 
14. de Onis M, Garza C, Victora CG, Onyango AW, Frongillo EA, Martines J. 
The WHO Multicentre Growth Reference Study: planning, study design, and 
methodology. Food and nutrition bulletin 2004;25(1 suppl1):S15-S26. 
doi:10.1177/15648265040251S103 
15. Organization WHO. Working Group on the Growth Reference Protocol. Task 
Force on Methods for the Natural Regulation on Fertility. Growth patterns of 
breastfed infants in seven countries. Acta Paediatr. 2000;89:215-22.  
16. Emamian MH, Gorgani N, Fateh M. Malnutrition status in children of 
Shahroud, Iran. Journal of Knowledge & Health 2011;6(1):7-14. 
17. Namakin K, Sharifzadeh GR, Zardast M, Khoshmohabbat Z, Saboori M. 
Comparison of the WHO child growth standards and the NCHS for estimation 
malnutrition in Birjand-Iran. Int J Prev Med 2014;5(5):653-7. 
18. Joseph SA, Casapía M, Blouin B, Maheu-Giroux M, Rahme E, Gyorkos TW. 
Risk factors associated with malnutrition in one-year-old children living in the 
Peruvian Amazon. PLoS Negl Trop Dis 2014;8(12):e3369. 
doi:10.1371/journal.pntd.0003369 
Delvarianzadeh et al 
International Journal of Health Studies 2017;3(4)      |        42 
19. Rollet SR, Gray ES, Previl H, Forrester JE. Prevalence of malnutrition in 
children under five and school-age children in Milot Valley, Haiti. Public 
Health 2014;128(12):1094-8. doi:10.1016/j.puhe.2014.10.002 
20. Wang X, Höjer B, Guo S, Luo S, Zhou W, Wang Y. Stunting and 
‘overweight’in the WHO Child Growth Standards–malnutrition among 
children in a poor area of China. Public Health Nutr 2009;12(11):1991-8. 
doi:10.1017/S1368980009990796 
21. Sahu SK, Kumar SG, Bhat BV, Premarajan KC, Sarkar S, Roy G, et al. 
Malnutrition among under-five children in India and strategies for control. J 
Nat Sci Biol Med 2015;6(1):18-23. doi:[10.4103/0976-9668.149072] 
22. de Onis M, Blössner M, Borghi E. Prevalence and trends of stunting among 
pre-school children, 1990–2020. Public Health Nutr 2012;15(1):142-8. 
doi:10.1017/S1368980011001315 
23. Keino S, Plasqui G, Ettyang G, van den Borne B. Determinants of stunting 
and overweight among young children and adolescents in sub-Saharan Africa. 
Food Nutr Bull 2014;35(2):167-78. doi:10.1177/156482651403500203 
24. Yisak H, Gobena T, Mesfin F. Prevalence and risk factors for under nutrition 
among children under five at Haramaya district, Eastern Ethiopia. BMC 
pediatrics 2015;15(1):212-18. doi:10.1186/s12887-015-0535-0 
25. Kavosi E, Hassanzadeh Rostami Z, Kavosi Z, Nasihatkon A, Moghadami M, 
Heidari M. Prevalence and determinants of under-nutrition among children 
under six: a cross-sectional survey in Fars province, Iran. Int J Health Policy 
Manag 2014;3(2):71-6. doi:[10.15171/ijhpm.2014.63] 
26. Wamani H, Åstrøm AN, Peterson S, Tumwine JK, Tylleskär T. Boys are 
more stunted than girls in sub-Saharan Africa: a meta-analysis of 16 
demographic and health surveys. BMC pediatr 2007;7(1):17-26. 
doi:10.1186/1471-2431-7-17 
27. Mahyar A, Ayazi P, Fallahi M, Haji Seiid Javadi T, Farkhondehmehr B, 
Javadi A, et al. Prevalence of underweight, stunting and wasting among 
children in Qazvin, Iran. Iran J Pediatr Soc 2010;2(1):37-43. 
28. Winichagoon P. Transition of maternal and child nutrition in Asia: 
implications for public health. Current Opinion in Clinical Nutrition & 
Metabolic Care. 2015;18(3):312-7. doi:10.1097/MCO.0000000000000158 
 
29. Mushtaq MU, Gull S, Khurshid U, Shahid U, Shad MA, Siddiqui AM. 
Prevalence and socio-demographic correlates of stunting and thinness among 
Pakistani primary school children. BMC Public Health 2011;11(1):790-801. 
doi:10.1186/1471-2458-11-790 
30. Martorell R, Young MF. Patterns of stunting and wasting: potential 
explanatory factors. Adv Nutr 2012;3(2):227-33. doi:10.3945/an.111.001107 
31. Ogunlesi TA, Ayeni VA, Adekanmbi AF, Fetuga BM. Determinants of timely 
initiation of complementary feeding among children aged 6‑24 m onths in 
Sagamu, Nigeria. Niger J Clin Pract 2014;17(6):785-90. doi:10.4103/1119-
3077.144399 
32. Sharifzadeh GR, Namakin K, Mehrjoofard H. An Epidemiological study on 
Infant Mortality and factors affecting it in Rural Areas of Birjand, Iran. Iran J 
Pediatr 2008;18(4):335-42. 
33. Ghosh S, Tano-Debrah K, Aaron GJ, Otoo G, Strutt N, Bomfeh K, et al. 
Improving complementary feeding in Ghana: reaching the vulnerable through 
innovative business—the case of KOKO Plus. Ann N Y Acad Sci 
2014;1331(1):76-89. doi:10.1111/nyas.12596 
34. Stoecker BJ, Abebe Y. Context for food-based approaches for improved 
feeding of infants and children in Ethiopia. Food and nutrition bulletin 
2014;35(4_suppl3):209-13. doi:10.1177/15648265140354S308 
35. Adel ET, Marie-Françoise RC, Salaheddin MM, Najeeb E, Monem Ahmed A, 
Ibrahim B, et al. Nutritional status of under-five children in Libya; a national 
population-based survey. Libyan Journal of Medicine 2008;3(1):13-9. 
36.  Sayed H, Osman M, El-Zanaty F, Way A. Egypt Demographic and Health 
Survey. Egypt National Population Council and Institute for Resource 
Development/Macro Systems 1989. 
 
 
